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Abstract
Background and Objectives: Primary care clinicians are in a unique position to address intimate partner
violence (IPV) in routine clinical practice. The purpose of this study was to improve clinician readiness to
identify and manage IPV in four family medicine residency practice sites on the west side of Chicago by
partnering with a local domestic violence organization.
Methods: Practice sites included three federally qualiYed health centers and one hospital-based oZce.
Eligible clinicians included resident and faculty physicians, nurse practitioners, and certiYed nurse
midwives. We assessed readiness using the validated Physician Readiness to Manage Intimate Partner
Violence Survey (PREMIS). We used initial survey results (n=53, 73%) to develop a targeted clinician
educational intervention by a community organization. We administered the PREMIS tool postintervention
at 1 and 6 months, measuring perceived and actual knowledge, preparedness, and practice issues. We
performed comparison statistics to assess aggregate change.
Results: PREMIS response rates were n=53 (72%), n=32 (47%), and n=36 (49%), for preintervention, 1, and
6 months postintervention, respectively. Mean clinician preparedness score improved signiYcantly at 1
and 6 months (P<.001, P<.009). Mean self-perceived knowledge score improved signiYcantly at 1 month
(P<.001) and trended toward improvement at 6 months (P=.07). Actual knowledge trended toward
improvement at 1 month (P=.07) and after 6 months (P=.05). Mean practice issues scores did not improve
signiYcantly.
Conclusions: Participation in a 45-minute targeted educational intervention improved clinician readiness
to manage IPV. Collaborating with a community partner builds a relationship for further referrals and
advocacy for patients.

Introduction
Intimate partner violence (IPV) is deYned as “any behavior within an intimate relationship that causes physical,
psychological, or sexual harm to those in that relationship.”1 Consequences beyond immediate harm to the
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victim include an increased incidence of chronic pain, sexually transmitted infections, depression,
posttraumatic stress disorder, and suicide.2,3 Those affected by IPV often do not openly disclose issues around
personal safety unless directly asked.4 However, research demonstrates that victims often access medical
services for related concerns such as chronic pain or depression.5 Despite the availability of abbreviated
screening tools, such as the Woman Abuse Screening Tool (WAST) and the more gender-neutral “Hurt, Insult,
Threaten, Scream” (HITS) surveys, adoption of routine screening in clinical practice is not universal.6,7 Barriers
to routine screening may include lack of clinician knowledge, experience, and time.8-11
With over 299 million primary care oZce visits per year in the United States, primary care clinicians have the
opportunity to play a pivotal role in the screening and management of IPV.12 The American Academy of Family
Physicians and the United States Preventive Services Task Force both recommend that clinicians routinely
screen for IPV in women of reproductive age and offer those who screen positive with referral services.12,13 The
Physician Readiness to Manage Intimate Partner Violence Survey (PREMIS) is a 67-item, comprehensive
screening tool developed to assess the preparedness of physicians to manage IPV and to evaluate the
effectiveness of physician IPV education and training. PREMIS demonstrates strong internal reliability and
validity to evaluate (1) perceived knowledge, (2) actual knowledge, (3) preparedness, and (4) practice issues
surrounding IPV.15 Studies using this tool have found similarities as most clinicians report a lack of knowledge,
skills, and conYdence to address IPV routinely.16-18 The purpose of this study was to assess clinicians’
readiness to identify and manage IPV at baseline and identify potential change after exposure to a targeted
educational intervention prepared by a community organization with expertise in management.

Methods
Study sites included four residency training clinics at a community-based urban family medicine residency in
Chicago: three federally qualiYed health center (FQHC) practices (Sites A, B, and C) and a non-FQHC hospitalbased practice (Site D). Resident and faculty physicians, nurse practitioners, and midwives who actively
practiced at Sites A-D were eligible for participation. We distributed the PREMIS tool by email to all participants
at baseline, 1 month and 6 months postintervention. Clinicians were given a 2-week time period to complete the
survey, with a total of three reminders for each survey (see Figure 1 for a timeline of survey and educational
intervention implementation).
We analyzed data using the PREMIS syntax and codebook provided by Short et al. We calculated means and
standard deviations for each of the outcome variables of interest and conducted unpaired t tests to assess
differences between intervals of administration of the survey. Clinician response rates for baseline, 1 month,
and 6 months postintervention surveys were aggregated values stratiYed by clinician type, and we assessed
aggregate change. We analyzed all data using Stata v13.1 (Stata Corp, College Station, TX). This project was
determined to be exempt from institutional review board review.
Researchers collaborated with an IPV trainer from a community organization that was a referral source for
Sites A-D. Utilizing baseline data from the PREMIS, the IPV trainer prepared a targeted 45-minute educational
training intervention and comprehensive handout (speciYc community resources, dynamics of IPV, legal rights,
safety planning options). SpeciYc content in the intervention is outlined in Figure 1. Clinicians had the
opportunity to attend the intervention at three separate days and times. This intervention was given at regularly
scheduled clinic practice management times that had built-in space available for guest lectures from the
community or hospital.

Results
Study participants included a total of 73 clinicians: 58 family physicians (27 resident and 31 faculty physicians),
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six midwives, and nine nurse practitioners (Table 2). Clinicians at Sites A-C represented 77% of the study
population, whereas the remaining 23% of clinicians were based at Site D. Clinicians who did not attend the
training were not included in the postintervention surveys.
Survey results demonstrated a signiYcant improvement in the mean preparation score both at 1 month (P<.001)
and 6 months (P=.009) postintervention (Table 3). Mean scores for clinician self-perceived knowledge
improved at 1 month postintervention (P=.001), but only trended towards improvement at 6 months
postintervention (P=.07). The mean actual knowledge score trended toward improvement 1 month
postintervention (P=.07), with improvement becoming statistically signiYcant 6 months postintervention
(P=.05). There was no signiYcant change in the mean practice issue score, although there was a trend toward
improvement at both 1 month and 6 months postintervention.

Conclusions
This study demonstrates that a brief, clinician-targeted intervention facilitated by a community partner can
contribute to improve clinician readiness to recognize and initiate steps in addressing IPV in clinical practice.
Strengths of this study include the customization of the educational intervention through use of the
preintervention PREMIS results, as well as emphasis on speciYc, actionable clinic policies and procedures, are
believed to have contributed to clinicians’ increased conYdence. Given that clinicians have limited capacity for
specialized IPV training, this process of preassessment and focused intervention could be adapted to other
settings and achieve positive results.10,11 Regardless of the clinical practice setting (private, FQHC, employed),
practices should seek out existing organizations within their community for resources surrounding IPV training
and services for patients. Additionally, using the validated tool PREMIS, to evaluate clinician readiness to
manage IPV provides another strength to future practices.
Limitations to this study include the possibility that the participants consisted of predominantly young, earlycareer female physicians, although more women graduate from family medicine programs than men.
Additionally, decreased attendance at the training could have been due to those with lack of interest in IPV.
Using aggregated data as opposed to linked responses from clinicians did not allow us to draw comparison of
individual clinicians’ preparedness over time. We also recognize potential scrutiny over a single 45-minute
training as our intervention, although this opened a relationship with a community partner that extended
beyond one session, as it made this organization visible, and opened communication for clinicians and staff as
patient resources.
We can equip clinicians with knowledge and conYdence to manage IPV, but ultimately there is a need for more
approaches that connect patients in a timely way with resources in their community. Building clinician
advocacy skills and teaching the importance of community partnerships is a crucial lesson for physicians in
training.20 Future research should aim to test other comprehensive approaches to preparing clinicians and
clinics to better address IPV in routine care.
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